Isolated spontaneous primary tubercular erector spinae abscess in an immunocompetent patient is very rare. Here, we report such a case of 21-year-old female, which was successfully managed with timely diagnosis and intervention. Isolated primary tubercular abscess of erector spinae is a rare differential diagnosis of low back pain; however, it must be suspected in an endemic region for tuberculosis, especially when raised erythrocytic sedimentation rate and C-reactive protein are present. Excision along with anti tubercular therapy proved to be a successful strategy in our patient.
Introduction
Isolated primary involvement of the skeletal muscles by Mycobacterium tuberculosis is very rare, probably because skeletal muscles does not provide an adequate medium for the growth of this bacteria. Erector spinae is deep skeletal muscle of back, and several reports [1, 2] have described primary pyogenic erector spinae abscess along with extradural abscess. However, there has been only one report [3] of isolated spontaneous primary tubercular erector spinae abscess to date. The significance of this case report lies in the very fact that while evaluating a case of lower back pain, a physician should also consider isolated spontaneous tubercular abscesses in the differential diagnosis, particularly in endemic region where the incidence of musculoskeletal tuberculosis is very high.
Case Report
A 21-year-old patient presented to us with the complaints of insidious onset lower back pain for the previous 2 months. The pain was mild in intensity to begin with and progressive in nature, non-radiating, and of a generalized dull aching nature, with no diurnal variations. It was associated with malaise but no fever. She was initially treated conservatively for 2 weeks with non-steroidal anti inflammatory drugs (NSAIDs) but was not relieved. The pain's intensity continued to increase, and she started having mild grade fever, particularly in the evenings. She had no recent history of corticosteroid use or chemotherapy, direct contact with a person having pulmonary tuberculosis, or history of any significant medical illness or an immunocompromised state. On examination, the bilateral straight leg raise test was negative with paravertebral muscle spasms and tenderness mainly located in the right lumbar region without any focal neurological deficit.
Laboratory results showed leucocytes within normal range (9,100 cells/cumm), lymphocytosis (36%), an elevated erythrocyte sedimentation rate (80 mm/hr; normal range, 0-20 mm/hr) and C-reactive protein level (22 mg/ L; normal range, 0-6 mg/L but may vary from lab to lab). All other lab parameters, such as blood sugar, renal function tests and liver function tests were normal. Chest and lumbar spine radiographs were normal except for the loss of lumbar lordosis in the lumbar spine. Magnetic resonance imaging (MRI) showed a well-defined cystic lesion in right sided erector spinae muscle at the level of L5 vertebra with perilesional edema, which was hyperintense in T1-weighted images and hypointense in T2-weighted images, highly suggestive of an abscess (Figs. 1, 2 ). There was no area of abnormal signal intensity in the adjacent spine. A differential diagnosis of pyogenic abscess, tuber- cular abscess, and cysticercosis was made. Cysticercosis was ruled out by ultrasound. Our suspicion of a pyogenic abscess was less due to the absence of local and systemic signs. A decision to perform a biopsy was made.
A paramedian incision was made and about 1 inch below the skin during the separation of muscle fibers, 2-5 mL of caseous material was drained, which was sent to the lab for culture sensitivity and acid fast bacillus (AFB) staining. An excisional biopsy was performed and the adjacent soft tissue was sent for histopathology. Puss culture sensitivity for bacteria came out to be sterile and AFB staining was negative. The histopathology report revealed a fibrocollagneous tissue infiltrated by chronic infiltrate cells. A focal giant cell reaction was seen and an ill-defined granuloma was also seen. Hence, the histopathological features were highly suggestive of tuberculosis. The patient was put on anti-tubercular therapy for a total of 9 months and was completely relieved of her symptoms at the final follow-up. A repeat MRI was performed after completion of the anti-tubercular therapy, which showed complete resolution of the disease.
Discussion
Isolated involvement of the muscles without skeletal or extraskeletal tuberculosis is believed to be a rare occurrence, although few cases have been reported earlier (Table 1) [4] [5] [6] [7] [8] [9] [10] [11] [12] [13] [14] [15] [16] [17] [18] [19] [20] [21] . Culotta [22] reported only four cases of the muscle tuberculosis from autopsies of 2,224 tuberculosis patients. Involvement of skeletal muscles is very rare, even in patients with widespread involvement of the disease. Petter [23] recorded only one case of primary muscular tuberculosis in over 6,000 cases of all types of tuberculosis, with a frequency of 0.015%. Mycobacterium tuberculosis spreads very rarely to the muscles through hematogenous or contiguous methods, hence clinical symptoms are very vague, leading to delay in diagnosis and treatment of the disease. Therefore, the muscular involvement is commonly associated with involvement of the adjacent bones and joint. Hematogenous dissemination plays an important role in tuberculars myositis [24] . In one study, half of the patients with hematogenous spread also had involvement of several muscles [25] . Transmission by the way of injection has also been reported, in addition to contiguous and hematogenous spread [26] . Manifestations of tubercular myositis may mimic malignant or other inflammatory diseases, leading to misdiagnosis [24] . The most common site of involvement, by far, is the thigh [27] . So far, many muscles have been reported to be affected by isolated primary tuberculosis, including gastronemius, biceps brachii, and psoas major. Isolated abscess of the erector spinae muscle is also very rare. Few cases have been reported as pyomyositis of erector spinae with epidural abscess [1, 2, 28] . Because clinical symptoms are initially very vague and overlap with the usual causes of the back pain, such as in prolapsed intervertebral discs, the exact diagnosis is usually delayed until fever and other constitutional features become obvious. Differentiating pyogenic and tubercular abscesses clinically can be very difficult. The presence of a severe low backache, exquisite tenderness in the paraspinal region, and a high grade fever with rigor and chills favors pyogenic abscesses, whereas insidious onset low back pain, tenderness in the paraspinal region with a low grade on-and-off fever without rigor and chills is more likely to be indicative of a tubercular abscess. In our case, the diagnosis was delayed for 3 weeks. An MRI scan is of the utmost importance in making a diagnosis, as the abscess becomes quite obvious in the MRI scan, showing a hypointense lesion in T1-weighted images and hyperintense lesion with typical rim sign in T2-weighted images. The diagnosis of isolated primary tubercular abscess in erector spinae is very rare and a requires high degree of suspicion, particularly in endemic areas [27] . In the Indian subcontinent and other developing countries where the incidence of musculoskeletal tuberculosis is relatively high, isolated primary tubercular abscesses in the erector spinae should be considered as a differential in cases presenting with lower back pain, especially with constitutional symptoms and in the presence of high erythrocytic sedimentation rate and C-reactive protein. MRI is the imaging modality of choice for diagnosing the soft tissue masses associated with the muscular tuberculosis and histopathology is the gold standard for diagnosis. If there is frank puss, it should be drained and the appropriate anti-tubercular therapy should be started for complete resolution as medical treatment is treatment of choice, although operative intervention may be used as an adjunct.
